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Annual Meeting of the Canadian Medical Association 
Montreal, June 19, 20, 21, 22 and 23, 1939 


The provisional programme for the Annual 
Meeting of the Canadian Medical Association has 
been published in the March number of the Cana- 
dian Medical Association Journal. The papers will 
be given as usual at Sectional Meetings including 
the Sections of Anaesthesia, Dermatology, Histor- 
ical Medicine, Medicine, Military Medicine, 
Obstetrics and Gynaecology, Ophthalmology, 
Otolaryngology, Paediatrics, Radiology, Rhematic 
Diseases, Surgery, Urology: and in addition, 
certain papers will be read at general sessions. 


Several medical men from Winnipeg will be 
reading papers, including Drs. A. M. Davidson, 
Ross Mitchell, Lennox Bell, C. W. Walton, J. D. 
McQueen, Bruce Chown, A. Gibson, H. D. Morse 
and J. D. Adamson. 


An interesting innovation this year will be the 
Round Table and Instructional Conferences which 
will take place from 8.30 to 9.25 on the mornings 
of Wednesday, Thursday and Friday, in the follow- 
ing Sections, Anaesthesia, Dermatology, Medicine, 
Obstetrics and Gynaecology, Ophthalmology, 
Otolaryngology, Paediatrics, Radiology, Surgery 
and Urology. 


There will be several visiting speakers. 


Professor E. P. Cathcart, Professor of Physio- 
logy at the University of Glasgow, will deliver an 
address to the annual meeting and will also speak 
in other centres in Canada next summer on Nutri- 
tion. Professor Catheart is an _ international 
authority and a pioneer in investigations into 
problems of nutrition and metabolism. 


Other guests will be Dr. A. J. Bedell, of Albany, 
N.Y., an ophthalmologist of national reputation, 
who has made outstanding contributions to the 
pathology of the retina; Dr. Clara M. Davis, of 
Winetka, IIl., an authority on the modern feeding 
of infants; and Dr. Norman Miller, formerly of 
the University of Iowa, and now Professor of 
Obstetrics and Gynaecology at the University of 
Michigan. Professor Miller is the author of num- 
erous articles dealing with his chosen specialty, 
and he will speak at one of the sessions, in June, 
on the subject of Dysemenorrhoea. 


Dr. K. A. MacKenzie, Professor of Medicine at 
Dalhousie University, Halifax, President of the 
Canadian Medical Association, will give one of the 
more important addresses in General Sessions in 
his capacity as Retiring President. 


From a purely medical point of view, Montreal 
is one of the most interesting cities in Canada in 
which to hold an annual meeting. With its large 
population and well-equipped hospitals, there is 
an unusual wealth of clinical material. In addi- 
tion, the opportunity of seeing the work of our 
French Canadian colleagues is a_ stimulating 
experience. 


Montreal offers unexcelled opportunities for the 
enjoyment of the leisure time available at any 
medical meeting. Although it is the largest city 
in Canada and the second largest port on the north 
Atlantic, yet one is continually reminded of its 
historical past. The city has numerous historical 
buildings and museums, one of the most interesting 
of which is the Chateau de Ramezay. The Chateau 
was built in 1705 by the French governor whose 
name it bears. Since 1847 it has served many 
purposes and was finally converted into a museum. 
There is in it a wealth of historical relics and inter- 
esting documents. Nearby the Chateau is the 
interesting Bonsecours Church ; the sailors church 
and the Bonsecours Market. In the heart of the 
city is Mount Royal, a natural park with a large 
Chalet at its summit. In addition, Montreal offers 
theatrical and musical entertainment unsurpassed 
by any city in Canada. 


With the inauguration of the Trans-Canada 
Airways passenger service, Montreal is now very 
near in time to Manitoba. 
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ASSOCIATION 


Application for membership may 
be sent to the Secretary, 184 
College Street, Toronto 2, Ontario. 


Annual fees, including subscription 
to the Canadian Medical Journal, 
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Membership year starts January 1st. 


SUPPR 
TINAL 


The New Synthetic Antispasmodic . . . 


TRASENTIN “CIBA”’ 


(Diphenylacetyldiethylaminoethanolester- 


Tablets—bottles of | Ampoules—boxes of 


1 tablet or 1 ampoule contains 0.075 grm. 


hydrochloride) 


ESSES SPASMS OF THE GASTRO-INTES- 
TRACT, GENITO-URINARY SYSTEM AND 
OTHER SMOOTH MUSCLE ORGANS. 


20 and 100. 5 and 20. 


of the active substance. 


COMPANY LIMITED, Montreal 


Annual Meeting of the Manitoba Medical Association 


Scientific Programme 


Members of the Manitoba Medical Association 
are invited to submit papers for the scientific 
programme of the annual meeting in September, 
1939. Those wishing to deliver papers should 
forward copies or an abstract. Applications will 
be received up to May lst. The selection will be 
made by the Scientific Programme Committee. 


Suggestions from members as to particular 
subjects which they would wish to have discussed 
are also invited. 


Communications may be sent to the Honorary 
Secretary, Manitoba Medical Association, 102 
Medical Arts Building, Winnipeg. They will be 
sent on to the Committee for consideration and 
action. 


Civil Service of Canada 


Bacteriologist, Male, Department of Pensions and National 
alth, Ottawa, Ont. --- $3,000 per Annum 


Comp. No. 28756. A Bacteriologist, Male, for the 
Laboratory of Hygiene, Health Branch, Department 
of Pensions and National Health, Ottawa, at an initial 
salary of $3,000 per annum. In the event of permanent 
appointment this initial salary will be increased upon 
recommendation for meritorious service and increased 
usefulness at the rate of $120 per annum until a 
maximum of $3,720 has been reached. 


Duties.—Under direction, to undertake the potency 
testing of various biological products such as antisera 
and basterial vaccines, and to conduct research in con- 
nection therewith; to conduct special bacteriological 
investigations; and to assist in the general work of the 
laboratory. 


Qualifications required.—Graduation from a univer- 
sity of recognized standing in medicine or chemistry 
with at least two years of post-graduate training in 
bacteriology, biochemistry and immunology; and at 
least three years of laboratory experience in the same 
field, one year of which must have been in a position 
of responsibility; a knowledge of and experience in 
methods of standardization of biological products. 


While no definite age limit has been set for this 
competition, age may be a determining factor in making 
a selection. 


Nature of examination.—A rating on education and 
experience will be given from the sworn statements, 
supporting documents and other evidence submitted 
by applicants on and with their application forms. 
Candidates are requested to give full particulars regard- 
ing their technical training and experience, especially 
as they bear on the qualifications for and the duties 
of this position. An oral examination will be given if 
necessary in the opinion of the Commission. No 
examination fee is required. 


An eligible list valid for a period of one year may be 
established. 


RAWSON—MacCULLOUGH 


On March 14th, 1939, at Knox Church, Winnipeg, 
by Rev. James W. Clarke, M.C., Noel R. Rawson, M.B., 
B.S. (Lond.); D.P.H. (Tor.); eldest son of Mr. Chris- 
topher Rawson, of Whalley Range, Manchester, to Jean 
Anna MacCullough, daughter of the late Dr. James 
Henry MacCullough, of Owen Sound, Ont., and of 
Mrs. MacCullough, of Harald Apts., Winnipeg. 
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_A biologically-standardized product 


“Alphamin” is recommended as a valuable dietary supplement 
particularly during pregnancy and lactation, throughout adoles- 
cence, during convalescence and for patients on reducing or other 
restricted diets. Available in convenient form for easy administration. 


* 
For scientific reasons, the fat-soluble Vitamins A, D and E are presented in 
soluble gelatin capsules and in a natural oil base, separate from the minerals 
and water-soluble vitamins; the water-soluble Vitamins B: and C are contained 
with the minerals in “Comprills”. 


Each Capsule contains: 

International Units 

Goes _ As contained in aij, ounces of whole wheat 


Each “Comprill” contains: 


Vitamin B, (Thiamin Chloride)..................... 200 International Units (.67 mg.) 
Vitamin C (Ce Acid). 300 International Units 
Ferrous Sulphate Exsiccat ll, grains ( mg-} 
Acid Calcium Phosphat li, grains {i00 mg. 


also traces of copper. manganese and iodine. 


DOSE:—As a di t—On d 


AYERST, McKENNA & HARRISON LIMITED 
Biological and Pharmaceutical Chemists 
No. 869 MONTREAL, CANADA 
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Department of Health and Public Welfare 


NEWS ITEMS 


Note: The following is the first instalment of an 
article on “Focal Infection with particular emphasis 
on preventive aspects for individuals between 21 and 
45 years of age” written by W. J. Stainsby and Edith 
E. Nicholls from the New York Hospital and Depart- 
ment of Medicine, Cornell University Medical College, 
New York City, and recently published in the Bulletin 
“Preventive Medicine’. The second and last instal- 
ment of this article will appear in the next issue of 
the Manitoba Medical Association Review:— 


“FOCAL INFECTION (FOCI INFECTION): WITH 
PARTICULAR EMPHASIS ON PREVENTIVE 
ASPECTS FOR INDIVIDUALS BETWEEN 21 and 
45 YEARS OF AGE:—Local infections unquestionably 
affect the health of a great many individuals. Certain 
principles concerning their relationship to disease 
elsewhere in the body have been definitely established; 
others have been promulgated that are not based on 
controlled clinical or animal experiments and their 
application in the practice of medicine has been entirely 
empirical. The purpose of this article is to present 
the various aspects of focal infection with emphasis 
on prevention and to endeavor to separate well estab- 
lished procedures from those that are experimental or 
of questionable value. 


GENERAL PRINCIPLES OF FOCAL INFECTION 


“A focal infection may be defined as a localized 
infectious process, often chronic and symptomless, that 
may occur anywhere in the body and which is poten- 
tially capable of producing either other localized infec- 
tions or generalized disease. In its widest meaning, 
the term could be used to denote the primary site of 
entrance of organisms for almost all bacterial diseases, 
an example of which is the role played by localized 
areas of the intestinal mucosa in the development of 
typhoid fever. In the generally accepted use of the 
term, however, and the one used here, a more restricted 
meaning is intended and the ‘portal of entry’ for the 
the various well understood infectious diseases is not 
included.” 


“Bacteriology. Several pathogenic microorganisms 
are capable of producing focal infections. The various 
streptococci are the ones most frequently encountered 
in these conditions and are particularly prone to invade 
the tonsils, accessory nasal sinuses and the apices of 
the teeth. With the exception of virulent hemolytic 
varieties, these streptococci tend to produce chronic, 
long drawn out diseases. The staphylococcus, likewise, 
is frequently encountered in focal infections, particu- 
larly in the bones, accessory nasal sinuses, and the 
prostate. It is usually a more virulent organism than 


the streptococcus and tends to produce more serious ~ 


diseases that often terminate in death. The gonococcus 
produces its focus in the prostate gland, the fallonian 
tubes, or other glands along the genital tract. When 
disseminated in the body this organism causes serious 
and often fatal lesions, and narticularly attacks the 
joints, the heart valves, or produces a septicemia. The 
tubercle bacillus usually forms its focus in the lymph 
glands and pulmonary tissues. The meningococevs. 
pneumococcus, colon bacillus, and several other micro- 
organisms may at times produce foci of infection. 


“Mechanism of Infection. There are three definitelv 
known methods by which microorganisms in infected 
foci may produce disease elsewhere in the body: 


1. By dissemination of the organisms themselves. 


z. By dissemination of the products of the organ- 
isms. 


3. By producing an allergic condition in the host. 


“‘With the first method of producing disease from a 
focus, the organisms pass by way of the blood stream 
or lymph channels to other parts of the body. This 
mechanism is seen clearly in gonococcus arthritis. In 
this disease the organisms can frequently be isolated 
from the focus of infection in the genital tract as well 
as from the affected joints, and rarely from intervening 
lymph structures and the blood stream. 


“With the second method of producing disease from 
a focus, toxic products of the organisms enter the 
general circulation and produce widespread disease. 
This mechanism can best be illustrated by reference 
to diphtheria. In this disease, the diphtheria bacilli 
generally remain at the site of infection in the throat. 
while the toxic products elaborated there enter the 
circulation and produce degenerative changes in the 
heart muscles, kidneys, spleen, and peripheral nerves. 
While diphtheria is not an example of focal infection, 
it is generally accepted that a similar mechanism oper- 
ates at times in these conditions. 


“With the third method of producing disease from a 
focus, the localized infection produces what is known 
as an allergic condition in the host. Following repeated 
injections of a foreign protein into the body, urticarial, 
hemorrhagic, and arthritic manifestations often occur. 
These clinical conditions, so produced, are obviously 
non-infectious in character. While this mechanism of 
producing disease is not well-understood, there is ade- 
quate evidence that it sometimes plays a prominent 
part in the production of disease and that bacterial 
proteins may be as potent as other types in producing 
the allergic state. 


“Factors Determining Infection. It may be assumed 
that practically all human beings at some period in 
their life harbor foci of infection, yet relatively few 
of them develop diseases that could be attributed to 
them. This situation is remarkably similar to that 
which pertains to many of our contagious diseases. 
A very high percentage of the population is known to 
be exposed to tubercle bacilli, often repeatedly, with- 
out contracting tuberculous disease. Likewise, with 
some of our most serious epidemics caused by various 
infecting agents and where exposure is probably wide- 
spread for a particular group of people, only a rela- 
tively small number develop disease. It should not 
be surprising, therefore, that with patients harboring 
foci of infection only a small percentage actually 
develops disease that could be caused by their presence. 


“Various factors play their roles in deciding whether 
or not an individual will contract disease. from a focal 
infection. The most important of these are: 


1. Virulence of the infecting organisms. 
2. Kind, location, and extent of the infected tissue. 
3. Resistance of the host. 


“The virulence of the infecting organism is a very 
important factor. A tonsil, for instance, infected by a 
virulent hemolytic streptococcus is much more likely 
to cause serious disease than when the organism is less 
virulent. This virulence is increased by passing from 
patient to patient, especially during the winter months 
when passage becomes more frequent. 


“The kind, location and extent of the focal infection 
is another important factor in initiating disease. 
tuberculous focus in lymphoid tissue, because of the 
ease by which such infections can be distributed to 
various parts of the body through lymph channels and 
blood vessels. is more serious than a subcutaneous 
infection by the same organism. A pyogenic localized 
infection of the face above the mouth is more serious 
than one on the lower part of the face, due to the 
proximity of important structures. In addition, a small 
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focus such as a low grade infection of a finger is less 
likely to produce serious disease than a large one which 
has a greater opportunity to spread along the lym- 
phatics and cause abscesses elsewhere in the body or 
a septicemia. 


“The resistance of the host is another very important 
factor in determining whether or not a patient will 
develop serious disease from a focal infection. The 
resistance may be a natural inherited immunity, one 
acquired from contracting the disease, or produced by 
vaccination. These various immunological factors vary 
from time to time depending on the general health of 
the individual. Worry, overwork, trauma, undernu- 
trition, and other diseases all tend to lower tempor- 
arily the immunity of the individual, and it is during 
the temporary periods of lowered resistance that 
generalized disease is likely to develop from focal 
infections. 


TONSILS AND OTHER LYMPH TISSUE 
OF THE NASO-PHARYNX 


“The faucial tonsils and other lymph tissues of the 
nasopharynx are considered together as they are prone 
to develop similar infections at the same time. 


“Chronically diseased tonsils are apparently the result 
of modern civilization. Frequent development of upper 
respiratory infections due to overcrowding tends to 
30 injure and destroy the normal structure of this 
organ that instead of serving its original purpose of 
defending the body from infection, it becomes chron- 
ically infected tissue and a source of danger to the 
individual. Dust and fumes, and poor artificial heating 
contribute their roles to the production of diseased 
tonsils. 


“Considerable difficulty is often experienced in deter- 
mining whether or not the tonsils of an individual are 
diseased. When they are grossly enlarged, and localized 
infection develops in the Eustachian tubes, sinuses or 
throat because of mechanical factors, the diagnosis is 
relatively easy. In adults, however, diseased tonsils 
are generally not enlarged and the diagnosis has to be 
based on signs and symptoms and the patient’s general 
health. 


“For the prevention of serious disease, then, tonsils 
should be considered unhealthy whenever a patient 
develops a peritonsillar abscess or frequent attacks of 
acute tonsillitis, and their removal should be ordered 
as soon as the patient’s general condition warrants it. 
In the absence of these clear cut evidences of infection, 
the decision relative to the state of the tonsils is made 
from the history of chronic or repeated sore throat, 
from the lack of mobility of the tonsils, their redness, 
and the presence of pus that can sometimes be expressed 
from them. If the patient is suffering from a disease, 
the etiology of which is believed to be related to a 
focus in the tonsils, tonsillectomy is indicated even if 
these structures appear healthy, providing other foci 
have been carefully searched for and not found, and 
providing the patient fails to respond to other forms 
of therapy. 


“It must be constantly borne in mind that healthy 
tonsils serve a useful purpose; they are the individual’s 
first line of defense against infections of the throat 
and they tend to limit and shorten such infectious 
processes. Tonsils, therefore, should not be removed 
indiscriminately. 


“Diseased tonsils are responsible for a wide variety 
of ailments. The relationship between them and acute 
nephritis is well established. They are also often res- 
ponsible for unexplained fever, for recurrent otitis 
media, serious infections deep-seated in the neck, some 
cases of rheumatoid arthritis, neuritis, and the indefinite 
group that come under the heading of myositis. They 
are also responsible at times for general debility, 
anemia, and various indefinite and vague symptoms. 


TEETH 


“Focal infections of the teeth include pyorrhea, 
pyorrheal abscesses, and infections at the apex. The 
importance of pyorrhea without abscess formation is 
not definitely established. The ease with which it can 
drain into the mouth minimizes the possibilities of 
infection from this source directly invading the blood 
stream or lymph channels. The chief dangers from 
pyorrhea seem to consist in the possibility of the dis- 
charge infecting other structures of the mouth and 
throat and various tissues along the bronchial tract 
as well as in producing deep seated pyorrheal abscesses 
without free drainage into the mouth. As a health 
measure, pyorrhea should be treated and any mechanical 
factors producing it corrected. 


“Chronic apical and pyorrheal abscesses sometimes 
are difficult to diagnose. Localized pain is a suggestive 
symptom and tenderness on pressing the tooth may be 
elicited. The chief difficulty however lies in the fact 
that apical abscesses usually do not form on a tooth 
with an intact nerve supply, and because of this, lack 
of pain and tendernes do not rule out such abscess 
formations. The x-ray is our most important diagnostic 
aid for dental disease and it often shows clearly deep- 
seated infections that otherwise could not be detected. 
On the other hand, a negative dental x-ray does not 
rule out apical infections because the exposure can 
be taken only in one plane and the abscess may be 
missed because of superimposed structures. Some- 
times it is necessary to repeat x-rays at intervals to 
demonstrate the presence of these infections. 


“Dead teeth often constitute a serious problem for 
the dentist and physician. They are not necessarily 
the seat of an infectious process as demonstrated at 
extraction, and individuals have been known to retain 
devitalized teeth for many years without developing 
serious disease. Therefore, in a healthy individual 
dead teeth without demonstrable infection need not 
be extracted but should be studied by x-ray at intervals 
of six months or one year. On the other hand, if the 
patient is suffering from a disease that is believed to 
be caused by a focus of infection, more radical proced- 
ures are advised. If such patients do not respond to 
other forms of therapy and no other focus of infection 
is found, extraction of dead teeth is justified on the 
basis that they may be the seat of undetectable infec- 
tion. This should not be done, however, until other 
therapeutic measures fail to produce recovery. 


“Once a diagnosis of apical infection is established, 
treatment is indicated. Many such infections have been 
eliminated by various methods without the extraction 
of the tooth, but such methods of therapy always entail 
a certain amount of uncertainty both as regards the 
elimination of the infection and the dissemination of 
it to other parts of the body. It is far safer to extract 
infected teeth although the attitude of the patient may 
make extraction inadvisable. 


“Dental infections are responsible for a wide variety 
of diseases including local infections around the mouth, 
rheumatoid arthritis, neuritis, and myositis. 


THE ACCESSORY NASAL SINUSES 


“Like the tonsils, infection of the accessory nasal 
sinuses is often the result of rhinitis and other upper 
respiratory diseases. Repeated attacks of acute sinu- 
sitis usually produce a chronic condition. In addition, 
infection of the maxillary sinuses may be caused by a 
dental abscess. 


“The diagnosis of a chronic sinusitis is often difficult. 
The localized headache resulting from the condition 
usually follows the distribution of the trigeminal nerve. 
Infection of the sphenoidal sinuses, however, gives rise 
to occipital headache. A chronic discharge from the 
nose or back of the throat is indicative of sinusitis. 
When carefully taken, the x-ray is the most important 
diagnostic measure, and gives reasonably accurate 
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information as to whether or not the sinuses are 
diseased. 


“The sinuses are very important as foci of infection. 
For the prevention of serious disease, acute or chronic 
sinusitis should be treated and eradicated if possible. 
Beneficial results are often obtained by improving 
drainage and sometimes by periodic washings. Im- 
proved hygienic measures and change of abode io a 
warm dry climate such as prevails in Arizona are 
beneficial. 


“Chronically infected sinuses are etiologically im- 
portant for chronic bronchitis, bronchiectasis, local 
infection about the face, bronchial asthma, rheumatoid 
arthritis, and the various infections of nerves and 


muscles. 
THE PROSTATE GLAND 


“The prostate receives its importance as a focus of 
infection primarily because of the frequency with 
which it is infected with the gonococcus. Prostatic 
infections with this organism frequently produce 
arthritis, and inflammatory conditions in other parts 
of the genital tract. Occasionally septicemia and 
endocarditis result from this type of infection. 


“The prostate may also become chronically infected 
with the colon bacillus, the staphylococcus, and the 
streptococcus with the production of polyarthritis and 
cystitis as well as various other conditions. 


“Chronic infections of the prostate should receive 
prompt attention both for the prevention of disease 
elsewhere in the body as well as for the treatment of 
these complications once they have developed. The 
treatment of prostatic infections is usually successful 
but must be continued for a long period of time. 


THE ENDOCERVIX 


“The cervix is a frequent site of chronic infection 
and examination of smears or cultures made from the 
exudate of such inflamed tissue generally reveals a 
wide variety of microorganisms, although the gono- 
coccus, streptococcus, and staphylococcus may pre- 
dominate. 


“The relationship of gonococcus infections in lesions 
of the cervix to disease elsewhere in the body is well 
established. It is capable of initiating infection in 
other parts of the genital tract as well as a generalized 
arthritis, septicemia, and endocarditis. 


“The importance of the cervix as a focus of infection 
produced by organisms other than the gonococcus has 
not been definitely established. Bacteriologic studies 
indicate clearly that both anaerobic and aerobic strepto- 
cocci are frequent inhabitants of the chronically dis- 
eased endocervix. Morphologically, it is a complicated 
glandular structure with numerous small ducts leading 
to the cervical canal. Theoretically, obstruction to 
free drainage through these ducts should frequently 
occur and dangerous foci of infection result. Clinically, 
however, localized non-gonococcal infection of the 
cervix has never been proven a serious menace to the 
health of the indidvual, and further work must be done 
before it can be considered established. 


(To be continued in May issue) 


COMMUNICABLE DISEASES REPORTED 
Urban and Rural — February, 1939 


Occurring in the Municipalities of: 


Mumps: Total 202—Winnipeg 120, St. James 31. 
Kildonan East 18, Tuxedo 18, Morris Rural 4, 
Unorganized 4, Morris Town 2, Shoal Lake Village 1, 
St. Andrews 1, St. Vital 1 (Late Reported: January, 
St. James 2). 


Scarlet Fever: Total 168—Brandon 57, Winnipeg 47, 
Shoal Lake Village 12, Boissevain 7, Brokenhead 5, 
Kildonan West 3, South Norfolk 3, Assiniboia 2, 
Morton 2, Portage Rural 2, Rivers 2, St. Boniface 2, 
The Pas 2, Unorganized 2, Coldwell 1, Daly 1, 
Dufferin 1, Fort Garry 1, North Norfolk 1, Portage 
City 1, Shoal Lake Rural 1, Springfield 1, St. Vital 1, 
Turtle Mountain 1, Whitehead 1, Whitewater 1 (Late 
Reported: January, Brandon 2, Carman 2, Cameron 
1, Dufferin 1, Rivers 1). 


Chickenpox: Total 112—-Winnipeg 80, St. Boniface 10, 
Flin Flon 7, Kildonan East 3, Arthur 2, Unorganized 
2, Minnedosa 1, Portage City 1, Selkirk 1, Transcona 
oe 5 Reported: January, St. Boniface 3, Flin 

on 1). 


Measles: Total 84—Argyle 19, Boissevain 19, Victoria 
19, Kildonan West 6, Winnipeg 5, Lorne 5, St. James 
2, St. Vital 2, Daly 1, Louise 1, Oakland 1, Strath- 
clair 1 (Late Reported: January, Boissevain 2, 
Louise 1). 


Influenza: Total 63—Brandon 52, Unorganized 10, 
Winnipeg 1. 


Whooping Cough: Total 62—Winnipeg 31, Unorgan- 
ized 19, Lawrence 5, Kildonan West 2, Gilbert Plains 
1, Minitonas 1, Rivers 1, St. James 1 (Late Reported: 
January, Blanchard 1). 


Tuberculosis: Total 34—Winnipeg 18, St. Vital 2, 
Assiniboia 1, Brokenhead 1, Dauphin Rural 1, 
Dufferin 1, Flin Flon 1, Gimli Rural 1, Gladstone 1, 
Hanover 1, Lorne 1, Mossey River 1, Sifton 1, Ste. 
Anne 1, St. Boniface 1, Unorganized 1. 


Diphtheria: Total 14—Winnipeg 3, Morris Town 2, 
Hanover 2, Kildonan West 1, St. Clements 1 (Late 
Reported: January, St. Clements 4, St. Andrews 1). 


a Total 6—Winnipeg 4, Argyle 1, Portage 
ity 1. 


Typhoid Fever: Total 5—Brokenhead 1, Ste. Anne 1, 
ene 1 (Late Reported: January, Portage Rural 
German Measles: Total 5—Brandon 5. 


Lobar Pneumonia: Total 5—Brandon 1 (Late Re- 
ported: January, Montcalm 2, Brandon 1, Morris 
Rural 1). 


Smallpox: Total 4—Shell River 1 (Late Reported: 
January, Roblin Town 2, Shell River 1). 


Septic Sore Throat: Total 3—Rivers 2, Unorganized 1. 
Lethargic Encephalitis: Total 1—Pembina 1. 
Undulant Fever: Total 1—Brenda 1. 


Venereal Disease: Total 145—Gonorrhoea 70, Syphilis 
75. 


DEATHS FROM ALL CAUSES IN MANITOBA 
For the Month of January, 1939 


URBAN—Cancer 37, Pneumonia 10, Lobar Pneumonia 
7, Tuberculosis 6, Influenza 5, Scarlet Fever 1, 
Erysipelas 1, Typhoid Fever 1, all others under one 
year 13, all other causes 157, Stillbirths 18. Total 
256. 


RURAL—Cancer 27, Pneumonia 18, Tuberculosis 15, 
Lobar Pneumonia 10, Influenza 4, Diphtheria 1, 
Searlet Fever 1, Syphilis 1, Infective Dysentery 1, 
all others under one year 26, all other causes 122, 
Stillbirths 11. Total 237. 


INDIAN—tTuberculosis 6, Pneumonia 2, Measles 1, 
Lobar Pneumonia 1, all others under one year 6, all 
other causes 3, Stillbirths 2. Total 21. 
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A Standard for Convalescents 


Ovaltine originated as a liquid food for delicate patients 
and convalescents. In actual practice it has extended 
far beyond the original conception, but its primary 
importance for the sick and the convalescent remains. 


Ovaltine is a carefully balanced concentration of fresh 
milk and eggs and a special barley malt extract, lightly 
flavoured with cocoa. Stirred into fresh milk, hot or 
cold, patients enjoy it. It has a pleasant appetizing 
l flavour. It is quickly and easily digested. It nourishes 
body, nerves and brain. It stimulates natural appetite. 
It helps restful sleep. 


Clinical Sample on Request 


O V A L T OVALTINE CONTAINS THESE 
DIETARY FACTORS 


| 
| Proteins and 
TONIC » FOOD » BEVERAGE 
Manufactured by A. Wander Limited, Peterborough, Canada Calcium Vitamin B 
Factories also in England, Switzerland, France Phosphorus Vitamin D 
and the United States. Tron Vitamin G 


AN EXCELLENT ECONOMICAL MILK-MODIFIER 
for INFANT FEEDING 


These pure corn syrups provide an ideal 
form of carbohydrate to supplement the 


FOR DOCTORS ONLY 


A convenient pocket calculator, 
with varied infant feeding 


formulae employing these two milk of the infant’s diet. They are easily 
famous corn syrups, and a scien- mixed and are most economical. 

tific treatise in book form for 

infant feeding, also prescription Edwardsburg ‘‘CROWN BRAND” and 
pads, are available on request. “LILY WHITE” CORN SYRUPS are also 


widely used and highly recommended as 


mailed to you immediately. an item of diet in pre-natal care. A 
study of their use and advantages will 
amply reward practitioners in this im- 
portant work. 


THE CANADA STARCH CO. Limited 
Montreal, Dept. A. ' 


Please send me 
' () FEEDING CALCULATOR. 


The hygenic methods employed in the manufacture 

of these two well-known corn syrups are a guarantee 

' OFeepine.” ' of their quality. They can be used with confidence 
CJ PRESCRIPTION PADS. in their purity. 


ies 


MOTHER.” 


Oo Book “THE EXPECTANT 
EDWARDSBURG 


Book “DEXTROSOL.” 


“CROWN BR AND CORN SYRUP 
| and LILY WHITE CORN SYRUP 


Manufactured by THE CANADA STARCH COMPANY Limited 
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Manitoba Nurses’ Central 


RECENT ACCESSIONS 
March 12, 1938 — March 6, 1939 


Aldrich, C. A. Babies are human beings: An inter- 
pretation of growth, by C. Anderson Aldrich and 
Mary M. Aldrich. 

New York, Macmillan, 1938. 


Alexander, J. A. The collapse therapy of pulmonary 
tuberculosis. 
Springfield, Ill., Thomas, [c1937.] 


American Heart Association, Inc. Diseases of the heart. 
A summary for layman and lecturer. 
New York, American Heart Association, 1937. 


American Men of Science. A biographical directory, 
ed. by J. McKeen Cattell and Jacques Cattell; 
6th ed. 

New York, Scientific Press, 1938. 


American Medical Association, Council on Pharmacy 
and Chemistry. Epitome of the pharmacopeia of 
the United States and the National formulary 
corrected and revised; 6th ed. 

Chicago, American Medical Association, 1938. 


American Medical Association. New and non-official 
remedies. 
Chicago, American Medical Association, 1938. 


Anderson, C. G. An introduction to bacteriologicai 
chemistry. 
Edinburgh, Livingstone, 1938. 

Bailey, Hamilton. Demonstrations of physical signs 


in clinical surgery; 6th ed. 
Bristol, J. Wright & Sons, 1937. 


Ballenger, W. L. Diseases of the nose, throat and ear; 
7th ed. thoroughly rev. 
Philadelphia, Lea & Febiger, 1938. 


Bath, England. Royal National Hospital. Survey of 
chronic rheumatic diseases. Contributed ... in 
commemoration of the bicentenary of the Royal 
National Hospital for Rheumatic Diseases. 
London, Oxford University Press, 1938. 


Beckman, H. A. Treatment in general practice; 3rd ed. 
Philadelphia, Saunders, 1938. 


Bell, E. T. Text-book of pathology; 3rd ed. 
Philadelphia, Lea & Febiger, 1938. 


Block, Richard, J. Determination of the amino acids. 
Minneapolis, Burgess Publishing Co., 1938. 


Bodansky, Meyer. Introduction to physiological chem- 
istry; 4th rev. 
New York, John Wiley & Sons, 1938. 


Boyd, William. Text-book of pathology; 3rd ed. 
Philadelphia, Lea & Febiger, 1938. 


Boyd, William. Surgical pathology; 4th ed. 
Philadelphia, Saunders, 1938. 


British Medical Association. Publications. (Pamphlets). 
The essentials of a National Medical Service. 1933. 
Family meals and catering. n.d. 

Hospital policy. 1936. 

Problem of the out-patient. 1931; rev. 1935. 
Report of Committee on Nutrition. 1933. 

ba of Committee on tests for drunkenness. 
Report of Special Committee on the relation of 
alcohol to road accidents. 1935. 

London, British Medical Association. 


Buie, L. A. Practical proctology. 
Philadelphia, Saunders, 1937. 


Directory 
214 Balmoral St. 
24 HOUR SERVICE 
REGISTERED NURSES 
NURSING ATTENDANTS 
Schedule of rates and hours on request. 


P. BROWNELL, Reg. N. 
Registrar. 


Phone 72 151 


At Your Service. . . 


Parke, Davis 


& COMPANY 


The World’s Largest Makers 


of Pharmaceutical and 
| Biological Products 


e 
Descriptive literature concerning any of 
our Products will be gladly supplied 
io physicians on request. 


WINNIPEG BRANCH 
138 Portage Ave. East 
Phone 92 443 92 444 


The Winnipeg Drug Co., Limited 
H. D. CAMPBELL 
PRESCRIPTION SPECIALISTS 
Agents for 
NICHOLSON’S VACCINES 


407 PORTAGE AVE. (Cor. Kennedy) 
Phone 21 621 


LABORATORY 


POULENC FRERES 


OF CANADA LIMITED 
204 YOUVILLE SQUARE—MONTREAL 
The home of: 
NOVARSENOBENZOL BILLON 
STOVARSOL 
GARDENAL 
SONERYL 
Detailed Literature Upon Request 
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PHYSIOTHERAPY 


by J. C. Swann 

Member of 
THE CANADIAN PHYSIOTHERAPY ASSOCIATION 

(Incorporated by Dominion Charter) 

Graduate of: Massage, Swedish Movements, 
Muscle Re-education and Medical Gymnist, 2 
years training in Christie Street Hospital, Tor- 
onto, Masseur at Deer Lodge Hospital, Pensions 
and Health, Winnipeg, for the past 15 years. 


| (Under Medical Supervision or Direction). 
Phone 80 760 438 Somerset Bldg. Res. Phone 
after 1 p.m. Winnipeg, Man. 54 195 


“A satisfying drink that 
needs no coaxing.”’ 


DREWRYS DRY 
GINGER ALE 


3 Sizes: 6-0z. — 12-0z. — 28-o0z. 


McCreerys Men’s Store 


If your SUIT or COAT 
has the” McCreery” Label 


then you're sure to find... 


STYLE that is distinctive 


yet restrained. 


FiT—Perfect—due to our 
tailoring skill. 


MATERIAL of beauty 


and endurance. 
Prices Reasonable Always 


McCREERYS LTD. 


CLOTHING » HATS » FURNISHINGS 


293 Portage Ave. Winnipeg 
(One door East of Capitol Theatre). 


| Medical Business Bureau 

101 Medical Arts Bldg. Winnipeg 

| COLLECTION of ACCOUNTS 


PUBLIC STENOGRAPHY 
AUDITING and BOOKKEEPING 


e 
| J. L. HEWITT, Manager. | 


Bullowa, J.G. M. The management of pneumonias. 
New York, Oxford University Press, [c1937.] 


Cabot, R. C. Physical diagnosis, by Richard C. Cabot 
and F. Dennette Adams; 12th ed. 
Baltimore, Wood, 1938. 


Cameron, A. T. A text-book of biochemistry; 5th ed. 
London, Churchill, 1938. 


Canada Year Book, 1938. 


Canadian Medical Association. (Authorship Commit- 
tee) Department of cancer control. Handbook on 
cancer for the medical profession. 

Toronto, Canadian Medical Association, 1938. 


Cannon, W. B. Autonomic neuro-effector systems, by 
Walter B. Cannon and Arturo Rosenblueth. 
New York, Macmillan, 1937. 


Carnegie Institute of Washington. Contributions to 
embryology: 24 v. Publication no. 191, v. 1-8, 
10-13, 15, 17-27. 1914-1938. 


Clark, A. J. Applied pharmacology; 6th ed. 
Philadelphia, Blakiston’s Son & co., 1938. 


Cold Spring Harbor. Symposia on quantitative biology: 
v. 5 (Internal secretions). 
Long Island, Biological Laboratory, 1938. 


Colebrook, L. The prevention of puerperal sepsis, by 
L. Colebrook and Antisepsis in midwifery, by L. 
Colebrook and W. R. Maxted. 

Manchester, Sherratt & Hughes, 1936. 


Currie, J. R. Manual of public health: Laboratory 
practice, by John R. Currie and contributors. 
Edinburgh, Livingstone, 1936. 


Cushing, H. W. Meningiomas, their classification, 
regional behavior, life history and surgical end 
results, by Harvey Cushing with the collaboration 
of Louise Einsenhardt. 

Springfield, Ill., C. C. Thomas, 1938. 


Daniel, E. P. Vitamin content of foods; a summary 
of the chemistry of vitamins, by E. P. Daniel and 
Hazel E. Munsell. 

Washington, Government Printing Office, 1937. 


De Beer, G. R. The development of the vertebrate 
skull. 
Oxford, At the Clarendon Press, 1937. 


Dérot, Maurice. Le traitement du rhumatisme gono- 
coccique thérapeutiques médicales indications du 
traitement chirurgical. 

Paris, Bailliére et Fils, 1938. 


Douglass, Marion. Essentials of obstetrical and gyne- 
cological pathology with clinical correlation, by 
M. Douglass and Robert L. Faulkner. 
St. Louis, Mosby, 1938. 


Downey, Hal. Handbook of hematology. 
New York, Hoeber, 1938. 4 v. 


Du Bois, E. F. The mechanism of heat loss and 
temperature regulation. Stanford university, 
California, Stanford University Press, 1937. 
(Stanford university publications: University 
series. Medical sciences, v. 3, no. 4. Lane Medical 
Lectures, 1937). 


Duke-Elder, Sir W. S. Text-book of ophthalmology; 
(v. Clinical methods of examination... 
General pathological .. . 
and diseases of the eye). 
London, Kimpton, 1938. 


considerations . . 


DOCTOR WANTED 


A doctor is wanted in the village of Piapot, Sask- 
atchewan. For information write to S. J. Mercer, 
Reeve, R.M. 110, P.O. Box 10, Piapot, Saskatchewan. 
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HEN you treat boils orally with Stannoxyl, you can 


BANISH 
the BOIL 
yet 
avoid the lance 


‘ 354 St. Catherine Street East, 
Montreal, Quebec 


There will be no crisscross incision—no dread of further 
infection—no permanent scar. Yet the boil vanishes. And 
the unnecessary pain, cruelty and torture of the lance are 
avoided. 


In 1917, Gregoire and Frouin, investigators at the Pasteur 
Institute in Paris, proved that a chemical combination of 
pure metallic tin and tin oxide were antagonistic to staphy- 
lococcus. This combination was Stannoxyl—the same 
preparation being used with such success today for the 
internal treatment of boils, styes and carbuncles. 


Stannoxyl assures effective results. It is also safe. Pain 
and itching are relieved promptly, and inflammation sub- 
sides by the fourth day. By the tenth day the boil has 
disappeared entirely. 

The preparation is non-toxic and entirely harmless even 
in large dosage. 


Minimize surgical treatment in boils whenever possible. 
Prescribe Stannoxyl. The results will please both you and 
your patient. 


The dose is 2 tablets with water 3 or 4 times daily. 
Supplied in vials of 80 tablets. Advertised to physicians 
exclusively. 


STANNOXYL 


THE ANGLO-FRENCH DRUG CO. 


\ depend upon results. 
| 
A 
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ONLY THESE SOLUTIONS ARE VACOLITER PROTECTED 


DEXTROSE AND SALINE SOLUTIONS IN VACOLITERS 


Baxter’s Solutions 
are safe when you give them 
because they are in Vacoliters 


Every liter of Baxter's Dextrose and Saline 
Solutions in Vacoliters is pure and sterile and 
safe when it leaves our laboratory .. . 

... and it is safe and pure and sterile when 
you open it for use for it has been kept sterile 
in Baxter’s famed container, the Vacoliter. 

No matter what difficult conditions your 
Baxter's Solutions may face . . . hard han- 
dling, months of storage, they stay safe and 


sterile as long as the patented Vacoliter seal 
is unbroken. 

We think you'll want the assurance 
that the Vacoliter can give you. We know 
you can trust the sterility and safety of 
every liter of Baxter’s Intravenous Solu- 
tions. We pledge constant skill and un- 
ending surveillance to merit your trust 
.. . and keep it. 


BAXTER LABORATORIES OF CANADA, LIMITED 
TORONTO 


Distributed Exclusively by 


INGRAM & BELL LIMITED 


TORONTO — MONTREAL — WINNIPEG — CALGARY 
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SPECIFY E B.S. 


Iron is the oldest and still one of the 
most effective treatments for anaemia; 
but the most potent form of iron medica- 
tion was not definitely known until 
recently. 

In the past, hundreds of organic and 
inorganic compounds of iron have 
been tried clinically with widely vary- 
ing results. This variation of result 
caused investigators to continue the 
study of iron absorption in anaemia. 
Their recent investigations confirmed 
the previously observed fact that fer- 
rous salts are more readily absorbed 
than other forms of iron, and that all 
ingested iron is converted into the 
ferrous state before absorption. of. 
Journal C.M.A. March ’33. Lucas and 
Henderson. 

F. Hendrych and K. Klimesch, Arch. 


Exptl. Path. Pharmakol 178, 178-88, 
1935, regard ferrous chloride as the 
physiological form of iron. They find 

that it does not cause chronic poison- 
ing when administered orally, but 
that ferrous carbonate and ferric cit- 
rate cause characteristic liver damage. 


But ferrous chloride is unstable and so 
unpalatable that many patients refuse 
to continue treatment long enough to 
raise the haemoglobin to normal. 


Former objections to the use of ferrous 
chloride have been overcome in Fer- 
rochlor E.B.S. which presents ferrous 
chloride in permanent and palatable 
form. Each teaspoonful dose of Fer- 
rochlor contains 2 grains of ferrous 
chloride, equivalent to 30 grains of 
reduced iron. 


“Ferrochlor E.B.S. builds haemoglobin rapidly.” 
Ferrochlor is also supplied in tablet form for patients who prefer this form of iron medication. 


THE HE E. CHEMICAL CO. LIMITED 


_ MANUFACTURING. CHEMISTS CANADA 


‘STOCKS CARRIED AT 
VANCOUVER, B. C.—J. P. SOUTHCOTT & CO. LTD 


WINNIPEG, MAN. —CAMPBELL HYMAN LTD. 
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“FisherMade” 


Post- 
Operative 


Health 
Support 


Prescribe as 
Model 8938 
and use with 
those Cases 
where an 
inexpensive 
Support is 
desired. 


| Retail price 


$5.00 “FisherMade” Post-Operative Model 8938 


Catalogue Sent on Request 


Made in the Factory of 


FISHER & BURPE, LTD. 


WINNIPEG MAN. 
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Clinical Section. 

Observations on the Incidence and 
Epidemiology of Tuberculosis by J. D. 
Adamson, B.A., M.D. (Man.), M.R.C.P. 
(Edin.), F.R.C.P. (C.), Associate 
Professor of Medicine, University of 
Manitoba; Director of Medical Services, 
St. Boniface Hospital; Medical Super- 
intendent, St. Boniface Sanatorium. 


Special Articles and Association Notes. 
Visit of their Majesties to Canada. 
Annual Meeting Manitoba Medical 
Association. 
Winnipeg Medical Society, Annual 
Meeting notice. 
Brandon and District Medical Associa- 
tion, Annual Meeting notice. 
Canadian Medical Association, Annual 
Meeting notice. 
American Congress of Obstetrics and 
Gynaecology, notice. 


Department of Health and Public Welfare. 

* News Items — Focal Infection (Foci 
Infection): With Particular Emphasis 
on Preventive Aspects for individuals 
between 21 and 45 years of age (second 
instalment). 

Communicable Diseases Reported. 
Mortality Statistics. 

Medical Library. 
Recent Accessions. 


ANACARDONE 


Cardiovascular and Respiratory Stimulant 


Diethylnicotinamide (commonly known as pyridine — $8 —carboxylie acid 
diethylamide) has won an established position in the treatment of cardiae and 


respiratory weakness, or failure. 


Diethylnicotinamide is now available in a 25 per cent. solution under the name 


Anacardone. 


Anacardone is indicated in all cases of surgical or obstetric shock, collapse due 
to narcoties or disinfectants, and in prostration, hypotension and respiratory 
difficulty following, or during, bacteria! infections such as pneumonia and 


influenza. 


Anacardone is issued in ampoules containing 2 c.c. and 5 ¢.c. for subcutaneous, 
intramuscular or intravenous injection and in bottles containing 15 ¢.c. and 


190 ¢.e. (flavoured) for oral administration. 


Stocks of Anacardone are held by leading druggists throughout the 
Dominion, and full particulars are obtainable from: 


THE BRITISH DRUG HOUSES 


Terminal Warehouse 


(CANADA) LTD. 
Toronto 2, Ont. 


Ancd/Can/395 
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Clinical Section 


Observations on the Incidence and 
Epidemiology of Tuberculosis* 
By 

J. D. Apamson, B.A., M.D. (Man.), M.R.C.P. 

(Edin.), F.R.C.P. (C.) 
Associate Professor of Medicine 
University of Manitoba 
Director of Medical Services, St. Boniface Hospital 
Medical Superintendent, St. Boniface Sanatorium 


Tuberculosis can be traced farther back into 
history than any known infection; as a separate 
disease it was identified before all others. Recog- 
nisable accounts are found in Babylonian, Egyp- 
tian, and Greecian literature. These accounts are 
confirmed by palaeopathology; there is a well 
known specimen showing advanced Potts’ disease 
in a mummie said to have been buried several 


thousand years B.C. 


The incidence of the tuberculosis in the pre- 
Christian era is impossible to estimate. In the 
Hippocratic works phthisis is spoken of as a very 
common febrile disease. It was known to be infec- 
tious and the age incidence was well recognised. 
Hippocrates says: In the different ages the follow- 


* Part of a symposium on Pulmonary Tuberculosis read 
before the Winnipeg Medical Society, February 17th, 1939. 


ing complaints occur: ‘‘To persons past boyhood, 
haemoptysis, phthisis, acute fevers, epilepsy, and 
other disease but especially the aforementioned.’’ 
(Aphorisms III-29). Also he says: ‘‘Phthisis most 
commonly occurs between the ages of 18 and 35 
years.’’ (Aphorisms V-9). This age incidence 
has been confirmed by observers in all periods of 
history. 


Early Figures of Incidence 


The first figures of incidence that I have found 
are those set out in the ‘‘Bills of Mortality’’ for 
London in the year 1665. These were probably 
kept because of interest in the Great Plague which 
was then at its height. Incidentally, it gives us 
our first statistical account of tuberculosis, the 
perennial plague that has been the chief scourge 
of mankind from its infaney. There is an interest- 
ing title page attached to this gruesome record. 
(The Bills of Mortality, 1665). It is artistically 
decorated with skulls, broken bones, grave-diggers’ 
implements, hour glasses, and other things to 
remind us of the brevity and insecurity of life. 
Following this title page is a weekly record of al! 
the deaths in London. In the introduction to what 
the printer calls ‘‘these sad sheets’’ he states that 
the devastation of the plague was in evidence of 
divine displeasure and meant that ‘‘Except we 
speedily and seriously repent we shall all likewise 
perish either Similitudine or Certitudine Paenae.”’ 
Reproduced in Table I. is a summary for the year. 


TABLE I. 
The Diseases and Casualties this Year 


Abortive and Stilborne _____. 617 Flox and Small-pox _________. 655 Overlaid & Starved _._______ 45 
Aged 1545 Found dead in streets, fields, Palsie 30 
Ague and Feaver _.__..__________. 5257 &e. 20 Plague ___. 68596 
Appoplex and Suddenly ___. 116 French Pox 86 Plannet 6 
Bedrid 10 23 Plurisie 15 
Blasted 5 Gout and Sciatica ______.___ 27 Poysoned 1 
Bleeding 16 a 46 Quinsie 35 
Bloody Flux, Scowring & Flux “— Griping in the Guts ___________. 1288 Rickets 557 
Burnt and Scalded ______._______. Hangd & made away them- Rising of the Lights ________ 397 
Calenture : selves Rupture 34 
Cancer, Gangrene,andFistula 56 Headmouldshot & Mould- Seurvy 105 
Canker, and Thrush ___.______- 111 fallen 14 Shingles and Swine pox _____- 2 
Childbed _. 625 I 5 110 Sores, Ulcers, broken and 

Chrisomes and Infants 1258 227 bruised Limbs 

Cold and Cough ___----_---.---- 68 Kild by severall accidents. 46 Spleen __. 14 
Collick and Winde __________--_- 134 Kings Evill — | Spotted Feaver and Purples 1929 
Consumption and Tissick _____. 4808 2 Stopping of the Stomack _. 
Convulsion and Mother 2036 14 Stone and Strangury 98 
Distracted 5 20 Surfet —.... 
Dropsie and Timpany -_-___-- 1478 Meagrom and Headach _____. 12 Teeth and Worms 2614 
Executed 21 Murthered and Shot 9 1 


{Males 5114 
Christned {Females _ 4853 } 
lin an 9967 


{ Males __.. 48569 | 
Buried 4 Females _ 48737 Of the Plague __.68596 
(In all 97306 ! 


Increased in the Burials in the 130 Parishes and at the Pest-house this year_____ 79009 
Increased of the Plague in the 130 Parishes and at the Pest-house this year________ 68590 
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The devastating effect of the plague is shown. 
Since London at that time contained something 
less than half a million people, 68,000 deaths 
represent a mortality of nearly 15%. It was 
undoubtedly much higher than that among the 
lower strata because many of the well to do sought 
safety in flight. It was called ‘‘The Poor Man’s 
Plague.’’ There are several other items of inci- 
dental interest in this document. But we are 
particularly interested in the incidence of tuber- 
eulosis. The items here that may be reasonably 
ascribed to that disease are: 


86 
Rising of the Lights ............................ 397 
Part of Teething and Worms ............ 1,300 

6,591 


If we inelude 50% of ‘‘Teething and Worms’’ 
as tuberculosis we shall not be so far wrong. Cer- 
tainly in a community riddled with tuberculosis, 
a very large number of young children must have 
died of disseminated disease. This gives a total 
of over 6,000 people having died of tuberculosis. 
In a population of 500,000 this is a mortality of 
1,200 per 100,000 which is appalling. It means 
that 12% of the people must have been going about 
with active tuberculosis. It means that the 
chivalry, romance and glamour in the days of 
Shakespeare, Elizabeth and Bacon were associated 
with a tuberculous infestation about three times 
as bad as we find now among our untreated Indians. 
It is hard to understand why everyone did not 
succumb; but perhaps in that blazing furnace of 
infection our race was forging the relative immun- 
ity which gives us partial protection today. 


In further confirmation of the enormous ravages 
of tuberculosis in the 17th century we read in 
Sydenham (who was at his prime during the 
plague), ‘‘Indeed, deadly as phthisis is, killing two- 
thirds of those who die of chronic diseases, it has a 
specific in riding, as truly as ague has in bark, or 
the venereal disease in mereury.’’ 


In Graves Clinical Medicine there is an attempt 
to estimate the incidence of tuberculosis from the 
vital statistics for 1841. He states that among 
2,000,000 people then in London 7,000 died annual- 
ly of tuberculosis. This is a death rate of 350 per 
100,000 or about one-third of what it had been 
200 years before, and six times as great as our 
Canadian Mortality today. 


These figures for London of 100 years ago 
cannot be very accurate. There must have been 
many errors of omission and of commission in their 
compilation. But even allowed for much inacecur- 
acy we are forced to the conclusion that Europe 
has been riddled with tuberculosis as far back as 


authentic history can be traced. Even though we 
have no dependable figures we can make this in- 
ference from reading the medical and non-medical 
literature. The frequency with which people are 
said to have suffered from, or died with phthisis, 
consumption, Rising of the Lights, a ‘‘ bloody flux’’ 
from the lungs, dry rot of the lungs, and chronic 
cough is very striking. In reading the lives of 
John and William Hunter one feels convinced that 
this family was heavily infected. There were ten 
in the family; three died in infaney and four in 
early adult life. One of these, James, definitely 
had phthisis and died of haemorrhage. What one 
ean find of the death of the others suggests tuber- 
culosis. This is a typical history of a family with 
a tuberculous focus in the father or mothers. A 
certain proportion die of disseminated tubercu- 
losis in babyhood, some die of adult tuberculosis 
in early maturity, and some survive. The bio- 
graphical and historical literature contains many 
similar examples of tuberculous families—some- 
thing that is almost unknown in well-to-do families 
of today. 


Modern Statistics 


Accurate tuberculosis mortality statistics are 
not found until the latter part of the 19th century. 
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Graph No. I. shows the death rate from tubereu- 
losis of all forms in the United States from 1900 
to 1933. From this you will see a gradual and 
steady fall of mortality. It starts at 200 in 1900 
and drops to nearly 50 in 1934. By projecting 
this curve by various methods one would predict 
a death rate from 20 to 30 in 1940. Unfortunately 
the experience of recent years suggests that a 
flattening of the curve is taking place and that 
the ultimate strongholds of tuberculosis will yield 
only with difficulty. It is interesting to see. the 
sudden fall in death rate in the post war years 
(1918 to 1922). In Germany a rise in death rate 
of similar proportion took place at the same time. 
We shall not speculate upon the causes behind 
these phenomena. 
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GrapPH No. II. 
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Graph No. II. shows what has taken place in 
Canada during the past 20 years. The death rate 
has consistently fallen in each Province. The 
Provincial death rates tend to decrease as one 
proceeds West. The only exceptions to this general 
rule are that Quebee and British Columbia are 
higher than they should be. In Quebee this may 
be accounted for by relative crowding and poverty. 
In British Columbia it may be partly due to the 
high proportion of Indians in the population and 
partly to contact with the Orient where tubereu- 
losis is rampant; also, invalids are likely to estab- 
lish residence on the West coast and finally die 
there. It will be seen that the death rate in all 
the Provinces except Manitoba rose definitely in 
1926. This was due to the inclusion of Indians in 
general mortality statistics. In Manitoba, Indians 
were not included till 1928 and here we see the 
expected rise. Up to that time Manitoba was 
running a close race with Ontario but apparently 
has never recovered. The Indian death rate 
accounts very largely for our relatively high death 
rate. Dr. E. L. Ross has recently pointed out that 
in 1929, 361 white people died of tuberculosis in 
Manitoba and in 1937 only 257 died—a 28% redue- 
tion. In spite of this our gross death rate remains 
stationary; it is being kept up by the more ade- 
quate reporting of Indian deaths; only 63 Indian 
deaths were reported in 1929 while 176 cases were 
reported in 1937. This is not due to increasing 
death rates among Indians. The Indian population 
is gradually inereasing. It is due to increasing 
interest in tuberculosis among Indians. At present 
the Indian population which is only 2.2% of the 
total accounts for 40% of the deaths. 


The gradually increasing death rate as one pro- 
ceeds from the older to the newer provinces have 
several possible causes: 


1. There is less crowding into cities and towns 
on the prairies. There are few large cities and 
no slums. 


2. The average economic status has, till recently, 
usually been higher in the West. Poverty is a new 
experience for us. 


3. The population in the pioneer provinces has 
been automatically selected from the stronger 


individuals of the older provinces. The boy with 
the ‘‘weak chest’’ on the old farm in Bruce county 
was not the one selected to homestead on the 
prairies. 


4. One may be tempted to think that climate 
may have something to do with the lower incidence 
in the drier parts of the Dominion. It is a popular 
belief that tuberculous people do better in a dry 
atmosphere. The evidence for and against this 
idea is complex and not convincing one way or 
the other. 


The general effect of the West on mortality, 
whatever its cause, is particularly evident in 
Saskatchewan where the death rate was only 
slightly over 40 in 1921 and is now 30. 


Decline of Tuberculosis 


The figures you have been shown demonstrate 
the fact that tuberculosis has been on the decline 
for as long as statistics have been compiled. This 
applies in all parts of the world. The reason for 
this decrease is a most interesting epidemiological 
problem. Of course we have frequently been told 
that it is due to the anti-tuberculosis effects of 
doctors, governments and lay bodies, and the 
advent of Sanatoria with consequent isolation anc 
adequate treatment. The figures that are usually 
presented to prove this by tuberculosis workers 
are often not convincing. A graph of the death 
rate, year by year, over a long period could in most 
communities be used by the sceptical to prove that 
our efforts have been futile. 


It is obvious that our specific anti-tuberculosis 
activities have not been the only or perhaps the 
chief cause for the following reasons: 


1. The decline and fall of tuberculosis started 
years — perhaps hundreds of years — before any 
concerted campaign was begun. 


2. The reduction in death rate over long periods 
can be shown to have proceeded almost as rapidly 
in communities with no campaign as it has where 
the work has been intensive. 


If the decrease in tuberculosis is not entirely 
due to our efforts what are the causes of a pheno- 
menon so spectacular? Well, of course, we can 
give no specific answer. We may ask: Why have 
other infectious diseases also decreased in civilized 
countries: What accounts for the almost complete 
disappearance of plague, leprosy, small pox, 
typhoid fever, and many other killing diseases of 
100 years ago? We can only say that for various 
reasons, which could be elaborated for hours, that 
the civilized world is becoming less and less con- 
genial for pathogenic organisms and that civilized 
man is becoming more and more inhospitable as 
a host. 


There is still something inscrutable about the 
way of all epidemics. It is not difficult to under- 
stand the waxing of a measles epidemic; but why 
does it wane? Why does it not go on till every 
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susceptible person in the community is infected? 
The same mystery surrounds the waning of tuber- 
culosis. We can regard it as an epidemic disease, 
and sinee it is a disease that lasts a life time and 
not a few days as in acute fevers, its epidemics 
have a periodicity of hundreds of years and not of 
months. We can then regard our own day as being 
at the end of a great epidemic, the peak of which 
oceurred perhaps two or three hundred years ago. 


Future Policy 


Though candor forces us to admit that our efforts 
have not accounted for the steady reduction in 
death rate in the past few hundred years, common 
sense tells us we must go on with our campaign 
and even redouble our efforts, and for very good 
reasons. A hundred years ago tuberculosis was 
pandemic; everyone became infected by the time 
they reached maturity ; resistance was built up by 
the selection of an enormous mortality; death 
rates gradually came down as in other epidemics. 
Now tuberculosis is endemic or sporadic. Eighty 
per cent. of our school children on the prairies 
escape contamination. Each succeeding genera- 
tion is growing up less infected, less selected, and 
less resistant—all of which will set the stage for 
an epidemic outbreak. We are on an immulolo- 
gical hot spot from which we dare not retreat for 
fear of disaster. It is generally agreed that it is 
safer to have a positive tuberculin reaction if one 
is to live in an infected atmosphere ; 
since we are bringing up the younger 
generation with negative tuberculin 
reactions we must provide a non- 
infected environment. The only way 
in which we can protect future gen- 
erations is to eliminate or isolate the 


2. Adequate bed space for treatment and 
segregation. 


3. Full co-operation of the medical profession. 


These necessities are gradually being acquired 
in Canadian Provinces and their effect is being 
felt. As evidence of results I submit an extract 
from a brief presented before the Royal Com- 
mission by Dr. G. J. Wherrett, Executive Secretary 
of the Canadian Tuberculosis Association. 


‘‘ Alberta is the only province that is an excep- 
tion to the general observation that deaths decline 
according to the extent to which treatment facil- 
ities are provided. Alberta is low in treatment 
beds and annual per capita expenditure and yet 
it has had a fair reduction in death rate. It must 
be borne in mind, however, that half-breeds who 
are a provincial responsibility are nut included in 
this table and as Alberta has the greatest propor- 
tion of Indian deaths, 41.3 per cent. as against 
26.5 per cent. in Saskatchewan, it should also have 
a greater proportion of half-breeds among whom 
the death rate has not declined to the same extent 
as in the white race. This table was calculated 
by the Vital Statistics Branch of the Dominion 
Bureau of Statistics and computed on the bases 
of exclusion of Indians and half-breeds because 
their registration of deaths was incomplete in the 
four-year period from 1922-1925. 


Comparison of Average Tuberculosis Mortality 


Rates by Provinces, 1922-25 and 1933-36 


Four-year tuberculosis death 
rate per 100,000 population Percentage 


¢ I 1922-25 1933-36 Decrease 
infection completely. The complete Registration Area as of 1921 .......... 65.4 40.6 37.9 
elimination of tuberculosis is the aim =— pringe Edward Island ...................... 119.6 78.5 29.0 
of present day anti-tuberculosis work. Nova Scotia 123.9 90.2 27.2 
It is hoped that all people will be New Brenewiek LeShaacaiaaiontatens: 106.4 762 98 4 
protected against contamination and <_< 59.9 34.8 419 
go through life with negative skin = Manitoba _............................ 57.5 35.5 38.3 
reactions. Saskatchewan 41.2 22.2 46.1 
How can this be done? It cannot Alberta ........... crtatseateenenasesneneressensenecnes 43.2 25.4 41.2 
be done by waiting for infected British Columbia ........-0...22...... 70.6 52.6 25.5 


people to develop symptoms that 

drive them to a doctor or signs that 

ean be found with a stethoscope. Almost all the 
patients who have cough and expectoration have at 
least moderately advanced disease ; almost all cases 
that have stethoscopie signs have already gone on 
to excavation. Waiting to discover tuberculosis by 
manifest signs and symptoms accounts for the fact 
that about 80% of all those admitted to Sanatoria 
are far advanced. This means that most are in- 
eurable and that they have already contaminated 
those with whom they have been living. 


Further progress demands discovery of cases 
before they are ill and isolation of all open cases. 
Three things are necessary to accomplish this, 
namely: 


1. Easily available diagnostic facilities. 


Figures for Quebec are not given because Quebec 
did not become part of the Registration Area 
until 1925.’’ 


Part of the reduction of death rate indicated 
above may be due to the unexplained general 
downward tendency of death rates. But there 
is very suggestive evidence that the reduction 
parallels the effort expended. 


An even more striking proof of the good effect 
of applying the three principles set out above is 
provided by a study of the death rate in the City 
of Winnipeg in the past 15 years. (Graph No. III.) 


A sudden fall in death rate will be seen to have 
taken place in 1931 and 1932 followed by a more 
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Grapu No. III. 
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gradual downward trend since. This is more 
marked than indicated on the graph since the 
1938 figure, which is not shown, is only 24.7. The 
average death rate of the seven years, 1924 to 
1931 inclusive, is 55; the average of the seven 
years, 1932-1938, is 34—a reduction of 38%. This 
dramatic change corresponds to the provision of 
the first two necessities, ie., the setting up of 
available diagnostic facilities in the opening of 
the Central Tuberculosis Clinie and the supply of 
adequate bed space in the building of St. Boniface 
Sanatorium. 


With these new organizations the reduction in 
death rate should continue. With regard io the 
third necessity it can truly be said that anti- 


tuberculosis agencies have always had the finest 
co-operation from the profession of Winnipeg. 
Possibly no group of practitioners in Canada 
appreciate their responsibility so fully and 
shoulder their obligation so cheerfully in this 
respect. As a consequence, Winnipeg is now one 
of the healthiest cities in Canada so far as tuber- 
culosis is concerned. 


The family practitioners are now in the position of 
being able to advance the fight against tuberculosis 
more than any other agency. They are the only mem- 
bers of the profession who have an opportunity of 
discovering early tuberculosis. The only adequate 
instruments in the early discovery of tuberculosis are 
the tuberculin syringe and x-ray equipment. Only by 
doing tuberculin tests on all contacts, and x-raying 
those that are positive, will any large percentage of 
curable cases be discovered. The only way in which 
further spread can be stopped is by forcing carriers 
into isolation just as though they had smallpox. 


If anyone thinks that the half million dollars spent 
on tuberculosis in Manitoba is wasted, let him consider 
what would follow the abandonment of our present 
scheme. If all tuberculous people now in Sanatoria 
were discharged today about 500 centres of infection 
would be set up. The Provincial Schools and other 
public places would immediately become centres for 
dissemination. Thousands of our uninfected children 
would immediately become infected. A centre of in- 
fection today would cause ten times the havoc that it 
did 100 years ago when infection was universal. For 
these reasons I feel that a vigorous campaign against 
tuberculosis is more justified today than it ever has 
been and that any relaxation in vigilance might easily 
prove disastrous. 


centrate with the copper and iron 
ounce represents | 3 ounces of fres 


Montreal. 


SECONDARY ANEMIAS 


Although copper does not enter into the formation of the haemoglobin 
molecule, numerous studies have revealed its importance as a “metabolic 
activator’ for the best utilization of iron. 


Abbott’s Cofron Elixir is an agreeable-tasting tonic of whole liver con- 
resent in definite amounts. Each fluid 
liver, | grain of iron and 1/25 grain 
of copper. Cofron Elixir is indicated in non-specific conditions in which 
there is a decreased red cell count or a lowered haemoglobin percentage. 
Recovery from any weakening illness, if it has led to anaemia, will b 

hastened by the administration of Cofron Elixir. Detailed literature will be 


sent upon request. Abbott Laboratories Ltd., 388 St. Paul St. West, 
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Vitamin B Complex Syrup 


If the diet is deficient in Vitamin B, it is logical for the Physician to 
assume it is deficient in many of the other factors of the B Complex. 
In treating: 


VOMITING IN PREGNANCY POLYNEURITIS 
CHRONIC CONSTIPATION ANOREXIA 


by prescribing Squibb Vitamin B Complex Syrup the Physician assures 
his patient adequate amounts of Vitamin B, and all the other recognized 
factors in the B Complex. 


AVERAGE DOSE: 3- T.LD. plain or mixed with milk, tomato juice or 
similar vehicle. 


Supplied in 3, 6 and 12-oz. bottles and 10-1b. containers. 


For literature and samples write: 
Professional Service Department, 36 Caledonia Road, Toronto 


E-R: SQUIBB & SONS OF CANADA, Ltd. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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